Literacy and health are deeply influential in social participation, utilisation of social resources and quality of life. This paper discusses interacting discourses and common conceptual points shared by the adult literacy and public health fields and situates how the sub-field at the intersection of these two domains, known as 'health literacy', is constructed and enacted. Emerging approaches that recognise the convergence of education and health within international policy, research and in practice are articulated. The paper argues a case for re-thinking the literacy-health connection from a cross-sectoral perspective and for more effective approaches furthering the interests of both life-long learning and wellbeing.
Introduction
Scholarship in recent years has exposed both the autonomy of conceptualisation and the parallel developments that have characterised recent thinking in the literacy and health fields. Both have been subjected to dynamic scrutiny in which tenets of thinking previously held to be immutable have been challenged as new domains of application in people's lives have opened richer and more complex understanding of the literacy and health constructs that influence multiple aspects of people's lives. In academic writing, 'literacy' is seen to be a social practice, inflected in specific settings to meet the meaning-making needs of diverse individuals and groups, and fundamental to effective participation and contribution to a changing society (Lo Bianco and Freebody 2001, Snyder, Jones and Lo Bianco 2005) . Similarly, 'health' is conceptualised as a positive concept, a resource needed to lead a productive life at individual, social and economical levels (Nutbeam 1999) . Contemporary understandings of these fields emphasise the deeply influential effects of literacy and health in the extent of social participation they afford, the extent of utilisation of social resources they make possible and the quality of life that individuals and groups can attain.
These new and more extensive understandings of both constructs differ markedly from standard notions of health and literacy as tied irrevocably to institutions of formal education. Literacy is now seen as a socially situated practice and even the institutions of its formal delivery, assessment and cultivation, schools particularly, are analysed in relation to the chain of literacies of which formal education is only one link. Similarly for health, the role and relation of formal education in relation to health is no longer regarded as the key resource that determines good health (World Health Organisation 1986, Turrell, Stanley, de Looper and Oldenburg 2006) , with a positive correlation between high levels of literacy and good health wellbeing (Parsons and Byner 1998, Institute of Medecine 2004) . Today the connections between literacy and health are becoming more elaborated and better understood as research progressively uncovers the mutually interacting relation between health and active literacy. This paper discusses common discourses and conceptual points shared by the adult literacy and public health fields, and issues arising from the mismatch between institutional and population literacies. The paper also considers the absence of innovative policy in the overall landscape of public action at the intersection of the literacy and health fields, and argues a case for re-thinking the literacy-health connection from a cross-sectoral perspective. Part of a wider project of re-thinking the paradigm of healthand-literacy, the aim is to pursue a line of questioning about the possible implications of a more coherent connection between health and literacy, and ultimately for more effective practices furthering the interests of both life-long learning and wellbeing.
Linking literacy and health
Poor literacy is likely to have detrimental consequences for people's health, usually within a context of social disadvantage or poverty, compromising the broader potential to take up practices to keep healthy (US Department of Health 2001 , Nutbeam 2000 . Low literacy is associated with difficulty in engaging in preventive health care practices when compared to people with more advanced literacy skills (Rudd, Moeykens and Colter 1999) , in detecting disease early (Davis, Crouch, Wills, and Miller 1991, Lindau, Tomori, Lyons, Langseth, Bennett and Garcia 2002) and in accessing primary health care such as visiting a doctor (Rudd et al, 1999) . There is a greater likelihood of missing important information on how to use valuable community-based resources (Dreger and Tremback 2002) and how to manage many aspects related to living with chronic illness (Silverstein, Iverson L and Lozano 2002 , Williams, Baker, Honig, Lee, Nowlan 1998 , Baker, Parker, Williams, Pitkin, Parikh, Coates and Imara 1996 and, because of the association between socio-economic disadvantage, relatively unskilled jobs and low literacy, people with low literacy are at a higher risk of disease, injury and death (Australian Institute of Health and Welfare (AIHW) 2004).
However, there is a wider, and shared, similarity between health and literacy constructs. Both function as an index of the success of societies in general, and measures of literacy and health stand indexically for social, political and civic accomplishments. One of the first indicators mentioned about a society will be a health or literacy score, seen to rise above contextual specificity and rank unproblematically as a cross-cultural marker. Health, particularly, functions as a kind of core signature theme of modern societies in general and is perceived to be a measure of the degree to which a society delivers a good life to its citizens (Marmot 2004) . The capacity of health systems to promote health, however, relies to a considerable extent on people having good to high levels of literacy.
In post-industrial societies, taking personal responsibility for one's health and wellbeing has also become a core practice, where selfmanagement is referred to as 'individualisation' (Beck and Beck-Gernsheim 2002) . These authors argue that as traditional systems and structures become fragmented and less effective, individuals are forced to take responsibility for managing their own biographies. A key element in this is the acceptance that health and wellbeing are the responsibility of individuals. Having the capacity to manage health and wellbeing, and demonstrating that self-efficacy and capacity, have become central components of citizenship in post-industrial societies. This means that individuals need to be reflexively literate in order to 'read' health messages, to make choices about the usefulness of these messages for their own lives and to act on them. The stress on individuals acting relatively autonomously in personal health management is an analogue of the practice of individuation that characterises official interpretations of literacy, and which distinguishes these from much of academic research and writing in literacy that typically embeds literacy within social situations as practices of collectivity. Both literacy and health, therefore, are part of social discourses in which different interests stress either a social or skills based selfmanagement on the one hand, or socially contextualised and embedded practices of culture and interpersonal relations on the other.
Both fields oscillate in how they are represented according to diverse interests and their conceptualisations of health and literacy. Both have been deeply impacted by systemic social change, including migration and the emergence everywhere of multicultural and therefore multilingual populations. At the same time, many previously stable social institutions, including family and ordered relations among ages, gender groups, and other identities, have been challenged, some dissolving, others resisting, the fragmentation pressures of contemporary post-industrial life. As modernist and individualist understandings of society itself fragment (provoking responses of defence and protection), personal management is substituted in place of predictability of systemic provision. The more personally selfmanaging mode of being in the social world, which might be called 'autonomist', in which people call on others to 'take charge' or to 'be responsible', is aligned with a new way of thinking about citizenship, best
known as 'substantive' citizenship. This mode of being is at one with the contemporary spirit of the times, stressing individualism, autonomous operation in the world and involving declining levels of institutional responsibility.In this context, recognition of the impact of adult literacy on public health is growing within both the literacy and health fields.
Positioning public health
Within the broad health field, the notion of 'public health' is distinguished from the remediation of illness and focuses on the prevention of illness of populations through organised efforts of society (WHO 1998) . Public health involves addressing social, environmental and cultural factors that support healthy living and positive environments and seeks to influence the factors which condition health outcomes, or which put people's good health at risk. As a result, public health substitutes the social for the individual and the proactive for the reactive.
Within this broad realm of public health, one of the cornerstones is heath promotion, a 'process of enabling people to increase control over, and to improve, their health' (WHO 1986:1) , where health is conceptualised as a resource for living. This all-embracing understanding of the context of health and wellbeing disposes health promotion towards public policy and specifically towards policies that foster supportive environments for health in community and organisational settings as well as well as developing personal skills for individuals (Nutbeam and Harris 1998) . Health promotion, then, is characterised by the creation of the essential conditions that enable communities to achieve their full health potential.
The campaign is an established form of health promotion. Examples include public education campaigns promoting safe sexual practices or physical activity; anti-smoking campaigns; ways to prevent skin cancer; and cautions about the effects of drinking and driving. However campaigns around single issue health concerns are only the most visible sign of a wider educative process that has traditionally been a vehicle of health promotion activity. Health education methods, involving an information, education and communication approach to targeted population groups, or to the entire community, aim, to improve knowledge, encourage the development of personal skills and influence choices and behaviour within people's everyday lives (Nutbeam 2005) . Some public health education activities are seasonal, others are population specific, some are age, generation or gender targeted, while others again encompass the entire population. A recurring element is the aim to close gaps in disparities in health status and address factors that determine 'risk' across social groups.
Almost inevitably health promotion activity, evident in all of the examples cited, raises questions of personal and group identity and responsibility. Health promotion interacts, therefore, with the social practices of the community: how practices are judged according to immediate, as well as researched longer-term health effects; how social groups interact with other social groups; and the standing of individuals within the particular social groups to which they belong. As we can see, identity consequences inhere in both the behaviours of individuals and of relations among social groups. 'Risk' categories are, of course, an outsider definition structured around specialist health knowledge, and when minimisation of the risk to particular groups shapes public health promotions, obligations of dutiful citizenship are invoked and issues of differential literacy are raised. Individuals who fail to make the right 'choices', or those who make the right choices but are unable to sustain or implement them, not only fail to improve their health but risk becoming undeserving of citizenship. In these contexts 'literacy' is seen as an individual capability that either enhances or impedes the absorption by individuals of messages aimed at producing healthier living.
There is a growing level of attention to adult literacy within health promotion thinking, and of health questions within adult literacy research. The most obvious indicators of this are initiatives connecting adult literacy and public health, in policy, advocacy and practice as well as in academic settings, which we subsequently discuss.
Literacy has come to be considered central to the effective delivery of health promotion activity, and more widely to the empowerment of people and communities in self-managing health practices (Kickbusch 2001 , Rootman and Ronson 2005 , Rudd, Kirsh and Yamamoto 2004 . While literacy is sometimes, and increasingly, considered as part of the infrastructure used to promote health (Hohn 1998 , Nutbeam 2005 , it is fair to say that the role accorded to literacy and communication practices, together with the conceptualisation of the communicative diversity of our society, is relatively understudied, and narrowly understood in many public health contexts. Perhaps the best way to formulate this is to note that the bulk of knowledge about health is coded, produced and disseminated in technical literate prose. It is expressed in standard English and embellished with statistical and graphic representations of probabilities, relations and effects between life styles, behaviours and predicted health consequences. Such literacy implies individual consumers of literate messages and involves a prestigious selection from the vast array of the literate practices of the wider society, with its various levels of literacy skill, multilingualism, and social practices in which texts are negotiated via cultural contexts that might include spoken communication, diverse kinds of authority and belief systems and histories of relations or rules of engagement between institutions and clients.
Issues of culture, identity, convergence of expectations, social complexity and empowerment feature increasingly in policy debates and research that will shape health promotion work in the future (IOM 2004) . Whilst commonly informed by health and social research, health messages are seldom informed by current educational research or understandings of literacies and their impact on diverse populations. Even less consideration at the practice level is given to the productive use of the literacies and literacy practices of minority communities in increasing their engagement with health promotion messages and practices.
A logical step, therefore, is to look to the field of literacy to explore what constitutes literacy in a broader sense, accounting for the ways in which populations live their daily lives and how this may benefit the practice of public health and influence the promotion of health.
Literacy discourses
There is a significant disjunction between researchers' accounts of literacy as variable and socially situated (Heath 1983 , Baynham 1995 , Prinsloo and Breir 1996 , Barton and Hamilton 1998 , Barton, Hamilton and Ivanič 2000 and more general accounts that stress an unvarying, skills- Street (1995) has offered the terms 'ideological' and 'autonomous' to distinguish between these two perspectives in terms of origins. They can also be differentiated in terms of their purposes and intended effects. New Literacy Studies has aimed to explain the real world presence of literate behaviour, while policymakers and bureaucrats managing education systems have been addressing the management, accountability and resource distribution operations of public programs.
The distinction has direct bearing on our purposes in this paper, since the core aims of health promotion should make it sensitive to how individuals and various social groups relate to institutions in which communication activity, especially literacy, constitutes the dominant mode of interaction. Some researchers find that the way literate behaviour operates requires us to understand literacy as a cultural practice (Kalman 1999 , Collins 1999 , relevant in discussing cultural barriers to knowledge, information, skills and behaviours. Others have emphasised accessing that language and literacy are always embedded in other meaning-making practices and prefer the term 'multi-literacies' to describe how people ordinarily engage with the coding and de-coding of information in diverse but often integrated semiotic systems (Cope and Kalantzis 2000). Such writers frequently argue for policy and teaching to reduce barriers between formal and institutionalised literacy practices of education and those typically found in 'ordinary life' (Hamilton 2001).
Literacy overall has been the subject of debate and development, resulting in multiple, often contested, definitions. Ethnographic accounts of literacy invariably stress how literacy is a practice embedded in social activity, one of whose main consequences is to stress that everyday communication contexts of class, ethnicity, gender and generation (Freebody and Frieberg 1997) shape not only how literacy actually operates but how information and social behaviours are fashioned. We can see this sense of situatedness reflected in contemporary definitions of literacy as 'a complex set of abilities to understand and use the dominant symbol systems of a culture for personal and community development' (Centre for Literacy Quebec 2000).
Although the disparity between researcher and popular-official accounts of literacy is real, there is also evidence that ethnographies of literacy are shaping some official understandings as well. This is increasingly evident from the work of the Organisation for Economic Cooperation and Development (OECD). In its advocacy of 'life-long learning', the OECD (1996) estimates that only one-third of all adults in the majority of 'OECD countries' have achieved 'minimum' rates of literacy and numeracy. They connect this generalisation with trends about social activity, and economic production, towards greater knowledge intensiveness and towards deepening general links between economies and education, and more widely diffused information and communications technologies. From these connections emerge notions of the 'learning society' (OECD 1996:37), a basic tenet of life-long learning.
Although falling short of characterising literacy as a socially situated practice with personal and cultural meanings, the OECD nevertheless stretches the classical restricted notion of literacy as simply a psychological and motor skill, in saying that 'The very notion of literacy has evolved; in addition to reading, writing and numeracy skills, people also require technological and computer literacy, environmental literacy and social competence' (OECD 1996:39) . For the OECD, signs of articulation among, or blurring of distinctions between, formal education and training, and learning in non-formal settings, and the related contraction of age boundaries between secondary and higher education, motivate what is ultimately a strong tie between 'culture' and literacy, viz, 'Raising a country's literacy profile requires a change in its culture' (OECD 1997:85) .
Australian adult literacy research and practice has both shaped and been influenced by these wider international perspectives and has long been attuned to ideological as well as practical parameters of action as it identifies the influences of contexts, new settings and technologies (Wickert 2001, Snyder, Jones and Lo Bianco 2005) .
Australian practice has long rejected the dichotomisation of individuals or populations into categories of 'literate' and 'illiterate', proposing instead the more accurate depiction of a continuum of literacy in which individuals have variable capabilities (Wickert 2001 ). This better accounts for a range of skills activated in a variety of situations as well as the practical effects of this variation: 'the fact that what ultimately matters is the ability to grasp the meaning(s) … and develop critical judgement' (United Nations Educational, Scientific and Cultural Organistation (UNESCO) 2005:127). In this context the link with health promotion is apparent. Originally perhaps focused overly on the idea of low literacy attracting social stigma, and negative effects of stigma in turn impacting on the possibility of achieving health promotion values (Rootman and Ronson 2005) what is emerging now is a more productive intersection labelled 'health literacy'.
Understanding health literacy
The term 'health literacy' has emerged in recent years to account for the intersection of interests and activities around the fields of both literacy and health (Freebody and Freiberg 1999 , Nutbeam 2000 , Freiberg Nutbeam and Kickbusch 2000 . A number of definitions of health literacy have been offered from each of the health and the adult literacy sectors. These share a central concern with locating, understanding and using information for making health-related decisions and generating information for the promotion of health (WHO 1998 , Ratzan and Parker 2000 , IOM 2004 .
Health literacy was stimulated initially by awareness among public health officials of correlations between low levels of income, education and poor health (Pamuk, Makuc, Heck, Reuben and Lochner 1998 cited in Rudd et al 1999 , Baker, Parker, Williams and Clark 1998 , Gazmararian, Baker, Williams, Parker, Scott, Green, Fehrenback, Ren and Koplan 1999 and by a long-standing practice of adult literacy educators of integrating health topics into their programs to facilitate adult students' management of their wellbeing in the wider society (National Institutes for Literacy (NIH) 1994). As a response to these observed relations between disease or illness and low literacy, the orientation of health literacy research has been with studies establishing the relationship between literacy skills and health-related knowledge (Perrin 1989, Weiss, Hart and Pust 1991) ; with assessing the reading levels required to comprehend text-based health materials or assessing the readability of those materials (Davis, Crouch, Wills, Miller and Abdehou 1990 , Rudd et al 1999 , NIH 2000 ; and with attempts to measure the health literacy of populations at greater risk of ill-health due to social inequalities and experiences of social and economic hardship (Davis, Crouch, Wills and Miller 1991 , Williams, Parker, Baker, Parikh, Coates and Nurss 1995 .
More recently, understandings of health have become more nuanced, seeking to account for the many complex inter-connections between health and literacy (Nutbeam 1999 , IOM 2004 , Rootman and Ronson 2005 . Some writers have explored the multifarious ways in which health, wellbeing and health care connect with diverse aspects of language and communication practices (Freebody and Freiberg 1999) .
Following the traditional orientation of health promotion, perhaps still the dominant mode in which health literacy operates, the identified subgroup then becomes subjected to a process of individuation. It invariably becomes the object of information and attempts to elevate capability for selfmanagement ( . By implication, such strategies attribute the responsibility for developing health-related literacy skills to the sub-group. In more extreme cases the 'risky behaviour' of the target population is identified with a wider social risk and social demarcation in which 'blame', risk and protection for the wider population are invoked. Understood in this way, health literacy, as a component of health promotion, becomes an extension of citizenship duties.
Improving health professional communication skills has also been in the purview of health literacy (Weiss 2003) , a factor that is within the control of health professions, whilst effecting improvement in population literacy skills is not.
At the prevention end of the continuum of health literacy activity are some instructive innovations within adult education. In adult education programs where locally meaningful social and cultural practices are incorporated into teaching and learning, inspired by Freirean principles of 'conscientisation' (Freire 1985) , health promotion and health information are integrated into the lived practices of everyday routines in adults' lives. These initiatives appear to provide a psychologically safe environment for learning for adults with little or no experience of concepts such as early detection, disease prevention or regular monitoring by using diverse health topics as a catalyst for literacy instruction in speaking and listening, reading, writing, maths and critical thinking (Rudd and Comings 1994 , Hohn 1998 , Hohn 2004 ).
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Within the health literacy field there has been a similar movement to the shift within literacy discourses. There has been a move away from reductive understandings of literacy as a kind of fixed quantum of skills that determine how the targets of health promotion obtain, understand and use basic information towards a recognition of complexity. The landmark report by the US Institute of Medicine (IOM 2004) acknowledges that health literacy 'arises from a convergence of education, health services and social and cultural factors' (IOM 2004:2) . This recognition of the multi-faceted relations between culture, education, social complexity and empowerment resonates strongly with the participatory empowerment philosophy of the adult literacy field (Hohn 1998 , Nutbeam 1999 , Shohet 2002 . It also implicates a shared responsibility and significant, new opportunities for the adult education and health sectors to come together to respond to challenges in how to effectively enhance health literacy (Tassi 2004) .
Policy discourse of adult literacy and health fields
Internationally, U.S. public policy, is increasingly recognising health literacy as an access and equity issue. At the federal level 'health literacy' improvements at a population level are included in its national health policy, Healthy People 2010 (US Department of Health 2001). Similarly, in the UK, national health policy discourse now explicitly stresses achievement of social justice objectives to bridge social inequalities (Department of Health 2004) and calls for much more substantial 'joined-up' thinking, referring specifically to greater integration of the efforts of various public agencies. A key illustration is the program 'Skilled for Health', a national initiative between the Department of Health and the Department for Education and Skills (Department for Education and Skills 2006), that focuses on improving literacy, language and numeracy skills of adults by embedding health improvement with adult education activities in designated socially disadvantaged areas.
In Canada, literacy and health policy connections can be traced back to 1988, with the collaboration between the peak public health and literacy bodies and the subsequent establishment of the National Literacy and Health Program that includes a program of research, resources and plain language services (Rootman and Ronson 2005) . In Europe, where health literacy is acknowledged as a 'a right of citizenship' (Kickbusch, Wait and Maag 2006:20) and considered a critical aspect of social capital, there are calls to make health literacy integral to achieving the overall goals for a healthy European citizenship (Kickbusch, Wait and Maag 2006).
The US IOM report (2004), previously cited, has been a very influential study bringing together stakeholders from different sectors and highlights explicit connections between culture, education and health literacy. The report identifies multiple stakeholders with an interest in pursuing the connection between literacy and health, particularly emphasising three sectors that should take on collective responsibility for health literacy and that have the capacity to build health literacy skills: culture and society, which is inclusive of broad social and cultural factors in everyday community life; the health system with its many components and settings; and the education system, including post-school, adult education programs (IOM 2004) . This is a radical departure from institutional practices typified by concern for narrowly defined remits, budget management and accountability. Importantly, the IOM report, and the international initiatives cited above reflect the insight that literacy is most productively understood as a socially situated practice varying according to cultural and situational variables, behaviours and practices and issues of identity.
These international precedents raise the question of the status of health literacy in Australia. The internationally comparative statistical collections, exemplified by the International Adult Literacy Survey of 1996, undertaken by the OECD in collaboration with Statistics Canada, and involving the participation of 20 countries (Australian Bureau of Statistics 1996 , OECD 1997 , Wickert 2001 , Hagston 2002 show considerable and persisting adult literacy difficulties among adult Australians. By some measures, some contemporary literacy requirements are challenging for almost half the population. Whilst Australia is not without innovation, health-and-literacy connections have received only marginal attention by comparison with Canada, the UK and the US. The kind of literacy policy that would include an appropriately widely-imagined health literacy suggests an imaginative agenda for communication competency which is a much more broad-ranging notion than current reductionist policy favours (Lo Bianco and Freebody 2001) . Multiple literacies, and the integration of these literacies, both programmatically with non-education fields, such as health, and conceptually with each other would ideally inform an invigorated attention to the communication basis of social life in general. However, in public health there appears to be a particular mismatch between contemporary literacy skills and the demands and expectations of conventional public health operations, with pressing implications not only for health policy in general (Lonsdale and McCurry 2004) but beyond, involving questions of social capital and current social and citizenship inequalities (Hagston 2002, Hartley and Horne 2005) .
Despite this generalised weakness across Australia, there have been several single, albeit ephemeral, research and practice initiatives that provide evidence of collaboration between adult literacy education and the health sector (Schwab and Sutherland 2004, Hartley and Horne 2005) . State governments are beginning to invest in health literacy research to generate and use scientific knowledge to improve the health of vulnerable communities (Department of Human Services, 2006) . We predict that each sector's interest in the other will expand, as health officials and researchers come to evaluate the effects of public health activity in ways that increasingly expose the critical mediation of language, culture and literacy, as literacy educators sharpen their awareness of the health repercussions of low literacy and as broader measures of wellbeing become accepted (Nussbaum and Sen 1993) . It is a very attractive idea that professionals across both areas could productively mount a demand for a systematic policy framework in the light of the international conviction that integrated policy initiatives in health and literacy could produce strong social benefits. However, Australia is currently without any formal alliances, shared agenda, unifying framework or national approach to take forward such a metapolicy initiative, combining two already vast, but largely noncommunicating domains of public activity.
Conclusions
Education and health are key state jurisdictions with much to say to one another. Policiy in both areas is currently framed substantially within monetarist policies and neo-liberal discourses which define citizenship through the individualisation of risk and responsibility and an emphasis on individual choice (Mizen 2004 , Kelly 2006 . Nevertheless, we argue that despite these limitations, new approaches and practices are emerging that recognise the convergence of education and health within policy and in practice. We have drawn attention to one element in this convergence -the potential for health literacy to provide a more effective framework for the development of health promotion. The concept of health literacy involves the recognition of the diverse and complex ways in which individuals construct health and wellbeing knowledge and practices within their own context -and the extent to which this is a social practice. The recognition of the socially constructed nature of health literacy has significant implications for health promotion, pushing against the policy frameworks that seek to individualise responsibility and risk.
Driven by ever-increasing costs of health care delivery, especially the provision of hospital services, there is growing attention to emerging and chronic 'health challenges', such as population ageing, increasing prevalence of chronic diseases and the need for greater recognition of mental health issues. These are part of a public policy concern to achieve social and structural changes that will enable people to care more autonomously for their own health (Victorian Health Promotion Foundation (VHPF) 2005). There is a convergence of interest between public health, and specifically health promotion, with education processes. These interests converge particularly around the literacy capabilities of the population. This intersection of interest between health and literacy education is identified as a key challenge, requiring a breaking down of traditional disciplinary boundaries between the health and education institutions (VHPF 2005) .
The potential for collaboration across the boundaries marked by health and education, and the permeability of these boundaries, has at times been promoted by neo-liberal ideologies of governments of the major political parties through the deployment of the notion of 'capacity building' and 'community development'. These have been the main policy strategies currently invoked for addressing the effects of poverty and inequality, and they have had the added benefit of combating the rising cost of service delivery (Botsman and Latham 2001) . Inter-agency collaboration, partnership and the idea of an 'enabling state' formed the basis of the 'third way' policies of New Labour in the UK (Riddell and Tett 2001) . In Australia too, state level policy frameworks, such as Creating a Fairer Victoria (Victorian Government 2006) , are premised on the promise that work to increase social inclusion, foster equity and build capabilities in communities through cross-sectoral collaboration will result in social capital ties that strengthen community cohesion and lessen effects of poverty and alienation.
Working across departmental, service and sectoral boundaries presents considerable challenges, including ambiguity about responsibilities and accountabilities, different approaches to measuring outcomes, different uses of language and different approaches to problems and their solution (Wierenga, Wyn, Glover and Meade 2003:28) . However, the ways in which inter-sectoral collaborations can recognise and value the significance of practitioner knowledge and provide a framework within which bureaucratic and often outmoded practices can be superseded are also in evidence (Victorian Government 2006) . Independently, within both health and adult literacy, there has been a convergence of interest and preoccupation around how personal selfmanagement, the project of autonomous personhood imagined in the neoliberal ideologies of public action today, involves competent literate behaviour in which the management of the body, and therefore of health, is a central element. Both theoretical and practical policy consequences are implicated in the independent discovery of the mutual relevance of health and literacy. A central organising principle for future elaboration of the fields will be how social and cultural identities are centrally linked to learning and health outcomes.
Our discussion highlights a perspective on social and cultural identities that recognises the embeddedness of these identities in relationships and practices that go well beyond individuals, to populations. Health literacy is constructed and enacted within communities -it is important that policies also recognise the need to look beyond the unit of the individual for health promotion, to recognising the way in which health literacy is practised in families, amongst friends and in communities of
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interest or proximity. Neo-liberal policies have tended to focus on ensuring that individuals bear responsibility for their own health. The health challenges faced today are more likely to be adequately addressed through significant policy and resource provision reflecting state and national responsibility for enhancing the social determinants of good health and wellbeing.
